blood.' With the co-operation of Dr. Barnett, of the Zoological Society, the venoms of the poisonous snakes in the Zoological Gardens were investigated.
The remarkable power of the venom of Russell's viper to coagulate ha3mophiliac blood was so striking that its use as a therapeutic agent was at once suggested and its action further investigated. The activity of various dilutions was then studied.
It was found that the venom had to be diluted ten times to double the coagulation time. This is very important in practice, as any local hemostatic is constantly being diluted by the issuing blood. Experiment showed that the venom in 1: 10,000 dilution could coagulate ten times its volume of heemophiliac blood in less than twenty seconds. When it was applied to experimental wounds in this strength, it was neither irritant nor toxic, and did not delay the process of healing. The minimum lethal dose would only be contained in 4-2 litres, and moreover it would be necessary for this amount to be absorbed for it to be effective. In view of the fact that the venom was to be applied to raw areas, its sterility was necessary; as it was found that heat was destructive to the coagulant, sterilization was accomplished by filtration. At first the venom was put up in solution, but this was found to be unstable unless kept in a refrigerator. This difficulty was overcome by evaporating the venom with saline in ampoules under reduced pressure, so that the addition of water gave a 1: 10,000 solution in normal saline. Thus a stable sterile product was ensured, and it is in this form that it is now used.
The action of the venom in so markedly diminishing the time of coagulationnot only of hwmophiliac blood, but of any blood-is not thoroughly understood, but it acts as a form of thrombokinase.
The clots so formed are very tough and elastic, in marked contrast to the feeble, friable clots of heemophiliac blood, and it was found that the fibrin separated more quickly, giving a very short fibrin time. Dr. MacFarlane also investigated the effect of temperature on the coagulation time and fibrin time of normal blood, hbemaophiliac blood, and hamophiliac blood with the addition of 1: 10,000 venom. Graphs from his results demonstrate the desirability of using the venom hot.
I have used the venom in over fifty cases of haemorrhage arising from different causes, including several hemophiliacs. My method of using it is as follows: In A Proceedings of the Royal Society of Medicine 20 case of a reputed bleeder, from whatever cause, I always asked for a detailed blood examination. In many cases such an investigation reveals the cause of the tendency to hemorrhage, and it is always useful when one is considering treatment. I usually remove the tooth or teeth with a local anasthetic, since the early manipulation'of the wound is not accompanied by pain. Block anmesthesia is preferable, as injection near the socket causes some local damage, however slight. After the extraction a short, squat plug of cotton-wool is prepared, soaked in hot venom, and used in this manner: Pressure must be applied to the edges of the socket only, and not down into the socket, so that the plug becomes mushroom-shaped and acts as a mechanical obstacle to obstruct the flow of blood. The pressure on the plug causes the venom to be squeezed out and to mix with the blood in the socket so as to form a tough, firm clot. In general, I prefer to use a gauze roll for the patient to bite upon, instead of a mechanical appliance which keeps up a constant pressure; this constant pressure can do a great deal of injury to the socket, and also cause extravasation of blood into the tissues. In certain cases a dental plate is more desirable, but each case must be decided on its merits. The plug is left in position until it falls out, and if haemorrhage occurs another plug is substituted. I do not suggest that by this method the haemorrhage will be finally arrested and healing will immediately ensue. Far from it. It may be necessary to replug many times before this desirable state is reached, but I do maintain that by this means the haemorrhage can be controlled.
The treatment varies with each case. In certain cases, in which there has been gross sepsis we have deliberately allowed oozing between the application of plugs, knowing that the loss of blood could be made up by transfusion if necessary. This was in order to avoid additional trauma to the socket, as the less the wound is disturbed the better. Suturing leads to extravasation of blood into the tissues and stitches are liable to cut out; they should only be used when there has been a tear. The great factor in these cases is sepsis. In all cases in which haemorrhage has gone on for days it has followed the extraction of septic teeth. The eradication of sepsis around the teeth must be carried out assiduously. After very careful scaling, using venom to arrest the bleeding, I treat the gums with 25% silver nitrate. This removes most of the sepsis and reduces the inflammation of the gums. I know of only two cases at the hospital in which it failed and failed utterly. The first was that of a boy who had gingivitis and had teeth extracted. Venom failed to arrest the haemorrhage which, after continuing for several days, slowly ceased. Subsequently it was found that the excretion of ascorbic acid in the urine was below normal, and it appeared that the patient was suffering from subclinical scurvy. In the other case in which failure was reported there was a tear into the floor of the mouth after extraction of a lower premolar by an outside dentist. Pressure with venom failed to control the bleeding which proceeded from the tissues of the sublingual region, and stopped gradually of its own accord.
I should like here to say how grateful I am to Dr. MacFarlane for the unlimited quantity of venom which he has always placed at my disposal and for the immense amount of help and advice he has always given me with regard to cases. I regard his discovery as one which has already saved lives and will save countless more.
Two Unusual Cases of Impacted Mandibular Third Molars By F. N. DOUBLEDAY, L.R.C.P., M.R.C.S., L.D.S. Case I.--The patient, a woman, aged 32, was referred to me on May 9, 1934, with a vertical root impaction of the lower left third molar against tbe ascending ramus of the mandible and a cyst and daughter cyst occupying the body of the mandible beneath the second and third molar teeth ( fig. 1 ). On palpation it was
